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I ) I hereby coflfirm lhat all details in this Form are True to the b€st of my knowlodg€. Any false stalemsnt will rsnder my Applicalbn t ongoing assisianc€, if any,
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1) By affixing my signature or thumb impression on this Form, I
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1) that we neither are presently nor w ill in future avail of flnancial assislance from another NGO or any other source. for the same patient/case, as we are

requestang to get lrom Koshika Foundati on. to lhe extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not qranted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any other source. This

conflrmation essentiallY states that the HosPital will not avait any duplicats assistance for lhe same pationt'ca s9 from eny othor NGO or any othor source

2) The assistance from Koshika Foundation is only financial in ;ature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

palient, is based on lhe arrangement between the patient & the Hospital. and is in no way influenced by Kosh
tcome & safety of the patient, and Koshika Fo

ika Foundation. Hence. the Hospitalwill

assume sole & complete responsibility of the trealment & it's ou undation will have no role or.esponsibility

in the matter.
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